. Age 9 years: curve of 65 degrees (Fig 2B) . This curve, like that of Case 4, was adequately stapled and the increase occurred in the stapled area.
As a method of curing scoliosis stapling of the spine, as I have carried it out, has failed. It has even failed to hold a curve where it might reasonably have been expected to do so. It fails because the staples cut through the vertebra rather like wire through a block of ice. It would seem that the combined stresses and strains produced by movement and growth power are too much for the bone. This shows up in the radiographs by the gradual separation of the staples.
It appears, therefore, that this is a failure of a method and not the failure of a principle, and that the question of whether scoliosis can be controlled by limiting the growth of a vertebra has still to be shown. Singer & Maudsley (1954) and Burrows (1940 Burrows ( , 1948 and.others have reported their occurrence in older age groups. The 3 cases recorded are of very old women who suffered complete fractures -of tibia and fibula as they walked on level ground and without severe trauma; they should complete the range of ages in which this lesion can occur.
They were respectively 101, 85 and 77 years old. All had suffered from rheumatoid arthritis and had flexion deformities in the knee-joints. Only the third and youngest had had any steroid therapy; she had been given prednisolone 5 mg twice daily for one year.
Each patient developed an aching pain in the shin, for three weeks, nine days and six weeks respectively, before the sudden onset of severe pain as she walked, which marked the developmnent of complete fractures.
It is argued that these are fatigue fractures from the history of aching pain preceding the apparently spontaneous development of complete fractures and suggested that they are produced by the stress of continued weight-bearing with a flexed knee-joint and that their relative completeness compared with such fractures in younger people is due to the senile loss of cancellous bone and the osteomalacia of disuse. The characteristics of fatigue fractures in younger age groups have been fully described, but it is unlikely that senile bones will respond in the same way to a similar situation and we must not look for the hair-line crack and excessive callus of childhood.
Bone, as semi-rigid material, will be liable to fatigue fracture when subjected to a series of bending stresses at one point, and the variable factors are the deforming stress and the fatigue limit of the bone. In these cases the knee deformities prevent the tibia from bearing weight in its long axis and cause the deforming stress, while the fatigue limit of the bone is reduced by the changes due to old age, limited activity and possibly rheumatoid arthritis.
In the discussion which followed this paper several cases of such spontaneous fracture in old age were recalled and in every case the patient had suffered from rheumatoid arthritis, although it was not necessarily active at the time of the fracture and none had had any steroid therapy. The possibility that rheumatoid arthritis causes some more or less permanent change in bone which reduces its fatigue limit must therefore be considered. If this were so, the fractures which complicate steroid therapy may sometimes be due to this combination of deformity with a reduced fatigue limit and made more probable by the increased artivity which follows the suppression of the symptoms by the steroid.
